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RESPONSE TO LETTER TO THE EDITOR

In reply: Management of thin melanoma

Dear Editor,

In the letter entitled “Management of thin melanoma,” Drs. Pusiol and

Piscioli outline an algorithm for classification of melanoma into one of

three types; nontumorigenic microinvasive radial growth phase (RGP)

thin melanoma, tumorigenic early vertical growth phase (VGP) thin

melanoma, or uncertain potentially tumorigenic thin melanoma.

Further, the authors suggest that treatment decisions regarding

performance of sentinel lymph node biopsy (SLNB) be based on this

classification alone,with the recommendation that SLNBbeperformed

for any VGP thin melanoma with a potential for regional nodal

metastasis.

The decision to perform SLNB has historically been based on the

probability of finding a positive sentinel lymph node using

independent prognostic variables of tumor and patient character-

istics. In our study of 510 patients with 512 melanoma lesions

Breslow thickness 0.75-0.99 mm, univariate analysis showed

age ≤45, Breslow depth ≥0.85 mm, mitotic rate>1/mm2, and

ulceration to be significantly associated with nodal disease (either

positive SLNB or nodal recurrence in the follow up period).1 To our

knowledge, RGP and VGP have not been shown to be independent

prognostic indicators of risk of nodal metastasis and, although the

risk is low, it has been shown that very early thin lesions and even

those interpreted as melanoma in situ can metastasize.2

Given that SLNB is a surgical test with associated risks, the

recommendation to perform SLNB has been and should continue to be

based on the probability (percentage) and not the possibility (yes/no)

of regional lymph node disease. As such, we feel strongly that the

decision to perform SLNB should be based upon a reasonable

evaluation of the likelihood of potential benefit appropriately weighed

against the surgical risk.
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